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Executive Summary
Article 14 of the Maputo Protocol to the African Charter on Human and Peoples’ Rights establishes the right to
health – including sexual and reproductive health – for women and girls in Africa. These rights include the right
to make decisions regarding contraception, pregnancy, and child-bearing; freedom from violence and coercion;
access to affordable, quality health services; and access to full information. The Maputo Protocol is the only
international instrument that specifically recognizes access to safe, legal abortion as a woman’s human right and
calls on State parties to legalize abortion in all cases of sexual violence or risk to the life or health of the mother
or foetus.
Very few countries in sub-Saharan Africa have fully implemented these provisions of the Maputo protocol in law,
policy, or practice. While many have taken steps to make family planning services more available, a 2014 study
by the Population Council identified only three countries among sixteen studied, in which women and girls had
genuine access to safe, legal abortion following rape or incest.
In 2014, the African Commission issued General Comment 2, interpreting State obligations under Article 14 of
the Protocol. This new guidance establishes that State parties must not only take steps to decriminalize abortion
in cases of sexual violence or risk to health – they must create an enabling environment that eliminates barriers
and promotes and protects this right. The African Commission also adopted an expansive definition of “life” and
“health” that substantially broadens the circumstances in which safe, legal abortion should be available to women
across the region.

Overview of Regional Meeting
In April 2016, the Population Council, the World Health Organization (WHO), and the International Consortium
for Emergency Contraception (ICEC) convened a three-day regional technical meeting aimed at helping
participating countries meet their obligations under the Maputo Protocol to protect and promote the reproductive
health rights of women and girls, with a special emphasis on survivors of sexual and intimate partner violence.
Participants included representatives from six countries in sub-Saharan Africa – Botswana, Ethiopia, Kenya,
Malawi, Rwanda, and Zambia – as well as international and regional experts on reproductive health, law, and
human rights. Presentations and discussions focused primarily on the prevention and management of pregnancy
in the context of sexual violence (SV) and intimate partner violence (IPV), as well as the broader requirements of
Maputo relating to emergency contraception (EC) and safe abortion services.
The regional meeting was the first activity in a joint project of technical assistance by the Population Council,
WHO and ICEC, aimed at strengthening access to EC and safe abortion for survivors of sexual violence within
the context of comprehensive post-rape care.
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Key Discussion Points
Sexual and intimate partner violence against women and girls remains an urgent challenge across the
region. Survivors of SV and IPV need comprehensive, women-centered services that address their
physical, emotional, psychosocial, and reproductive health needs. Access to counseling, EC, and safe,
legal abortion are essential components of comprehensive post-rape care and should be available and
offered to all survivors, including those who do not report sexual violence to police.
Many countries in the region have taken steps to strengthen the health response to survivors, including
prevention of HIV and pregnancy from rape. All six countries represented at the meeting have
established national guidelines for comprehensive SV care and all include routine provision of EC in
these guidelines. However, only one of the six countries – Ethiopia – treats access to safe abortion as
an essential component of post-rape care. In the other five countries, as in most of the region, abortion
is not legally available on grounds of SV or IPV, or is unavailable to survivors in practice due to
restrictive laws, policies and/or administrative practices. National guidelines on SV tend to be silent or
vague on the rights of rape and incest survivors to safe abortion care.

Recommendations
•

Increase public education around pregnancy prevention, EC, safe abortion, and how to access available
SGBV services.

•

Update national post-rape care guidelines and training to reflect most recent WHO guidance on EC and
safe abortion/pregnancy management; ensure that issues of EC, pregnancy counseling, and safe
abortion are fully integrated into existing SGBV and FP training, protocols and documents.

•

Develop and implement strategies to strengthen access to EC both inside and outside the clinical
context. Key recommendations include:


Train health care providers about EC and how to correctly administer EC, including dedicated
emergency contraceptive pill [ECP] (levonorgestrel or “LNG”) and regular contraceptive pills
(progesterone only pill [POP] and combined oral contraceptive [COC] pill);



Make EC available 24/7 in all places where SV services are provided;



Decentralize access to EC, including by making dedicated EC available in pharmacies without
a prescription;



Utilize civil society, community health workers, traditional leaders, youth-friendly spaces, social
marketing and social media to increase public awareness and access to EC;



Strengthen access to EC supplies in the public sector by including dedicated EC on the
Essential Medicines List and improving supply chain management.

•

Countries in the region that have not done so already, should amend their national laws to legalize
abortion, consistent with the Maputo Protocol.

•

Countries in the region that already permit abortion in certain circumstances need to revisit existing or
proposed legislation considering the new interpretive guidance provided by the African Commission
General Comment 2. The General Comment states that countries should eliminate or revise any
provisions in the law that may impede access to safe, legal abortion where authorized, or that run
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contrary to the idea of an “enabling environment.” These include, for example: evidentiary requirements
that force women to “prove” eligibility for services; third party authorization requirements and
procedures, such as approval by a judge or panel of doctors; and overly restrictive requirements
regarding how and where abortions may be performed, and by what level of HCP.
•

Countries should also consider the expansive definition of “health” and “life” adopted by the
Commission in the interpretation of Maputo, which supports access to safe, legal abortion in a broader
number of circumstances than is currently recognized or practiced in the region.

•

In support of these efforts, countries should take steps to: 1) conduct research and establish an
evidence-base to inform policy decisions, improve programming, and support advocacy efforts; 2)
create forums for discussion that include individuals and organizations from both government and civil
society; and 3) draft proposals and country-specific action points to improve access to pregnancy
prevention and safe abortion services, particularly for survivors of sexual and intimate partner violence.
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Introduction
“Ending the silent pandemic of unsafe abortion is an urgent public-health and human-rights imperative.” 1

The Maputo Protocol
The 2003 Protocol to the African Charter on Human and Peoples’ Rights on the Rights of Women in Africa (the
Maputo Protocol) is the main legal instrument for the protection of the rights of women and girls in Africa. 2 Article
14 of the Maputo Protocol guarantees women’s right to health, including sexual and reproductive health.
Women’s rights to sexual and reproductive health include: the right to control their fertility and make decisions
regarding when and whether to have children, the right to choose their method of contraception, the right to
affordable and accessible reproductive health services, the right to information and education, and the right to be
free of violence and coercion. The Maputo Protocol is also the only international instrument that specifically
recognizes access to safe, legal abortion as a woman’s human right. Under Article 14 (2) (c), State Parties agree
to “protect the reproductive rights of women by authorizing medical abortion in cases of sexual assault, rape,
incest, and where the continued pregnancy endangers the mental and physical health of the mother or the life of
the mother or the foetus”.
More than ten years since the agreement went into effect, many countries in Africa have still not adopted the
necessary laws and policies to effectively domesticate or implement the rights established by the Protocol. In
many countries, women and girls still have limited information about and access to EC, abortion remains
criminalized, and, women are effectively prevented from accessing safe abortion services, even in cases where
abortion is legally permitted. For survivors of sexual violence (SV), ensuring timely access to emergency
pregnancy prevention and safe, legal abortion for unwanted pregnancy remains a critical and urgent challenge.

2014 Guidance to Member States
In May 2014, the African Commission on Human and Peoples’ Rights adopted
General Comment No. 2 on Article 14 (1) (a), (b), (c) and (f) and Article 14 (2) (a) and (c) of the Maputo Protocol.
This General Comment provided interpretive guidance on the specific obligations of States Parties to promote
and protect the sexual and reproductive health of women and girls. Adopting a broad, rights-centered
interpretation of the Protocol’s requirements, the General Comment made clear that the State obligation to
protect and promote women’s reproductive rights extends beyond decriminalizing abortion in a few narrow
cases.
The General Comment specifically calls on State Parties to:

1

•

Domesticate 14 (2)(c) to authorize legal abortion in all cases of sexual violence or risk to the life,
mental or physical health of the mother or fetus;

•

Eliminate restrictive laws, policies, procedures and practices that impede access to pregnancy
prevention services and/or safe, legal abortion, including laws and policies that require women to
travel long distances to obtain services, overcome onerous administrative obstacles, present
evidence to “prove” rape or incest, or obtain judicial or other third-party approval for the procedure;

Grimes et al. 2006. Unsafe abortion: The preventable epidemic. The Lancet 368 (9550): 1908-1919.

The “Maputo Protocol” went into effect in November 2005 following ratification by 15 out of the 53 African Union Member States. To
date, the Maputo Protocol has been signed by 46 of 53 Heads of State and ratified and deposited by 28 Member States including Angola,
Benin, Burkina Faso, Cameroon, Cape Verde, Comoros, Democratic Republic of the Congo, Djibouti, Gambia, Ghana, Guinea-Bissau,
Kenya, Libya, Lesotho, Liberia, Mali, Malawi, Mozambique, Mauritania, Namibia, Nigeria, Rwanda, Senegal, Seychelles, South Africa,
Tanzania, Togo, Uganda, Zambia, and Zimbabwe.
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•

Implement measures to facilitate access to reproductive health services, and to address social,
economic, and institutional obstacles;

•

Allocate sufficient resources to promote and expand reproductive health services; and

•

Create an enabling legal and political framework that promotes access to pregnancy prevention
and safe abortion for women and girls, including but not limited to, survivors of sexual violence.

Objectives of the Regional Meeting
In April 2016, the Population Council, in partnership with the World Health Organization (WHO) and the
International Consortium for Emergency Contraception (ICEC) convened a regional meeting in Lusaka, Zambia,
aimed at helping participating countries meet their obligations under the Maputo Protocol to expand access to
women’s reproductive health services, especially for survivors of sexual and gender-based violence (SGBV).
Participants included representatives from national Ministries of Health, Ministries of Justice, and/or NonGovernmental Organizations from six countries in sub-Saharan Africa (Botswana, Ethiopia, Kenya, Malawi,
Rwanda, and Zambia), as well as technical experts from the ICEC, Ipas, Population Council, UN, WHO, and the
Zambia Police Service. Five of the six participating countries have ratified the Maputo Protocol.
The regional meeting was the first activity in a joint project of technical assistance by the Population Council,
WHO, and the ICEC, aimed at strengthening access to comprehensive post-rape care (PRC) for survivors of
sexual violence, including EC and safe abortion. The principal objectives of the meeting were to:
•

Provide up-to-date information on State obligations under the Maputo Protocol to expand women’s
access to EC and safe abortion services;

•

Foster awareness among participants of how pregnancy prevention and management feature in PRC
protocols and services in their countries, using WHO guidance as a benchmark for analysis;

•

Support and inspire participating countries to address legal and policy gaps by sharing technical
guidance, best practices, and examples of enabling, survivor-centered laws and policies in the region;
and

•

Deliver initial technical assistance to participating countries to identify and address key legal and policy
issues.

The three-day meeting provided participants with an opportunity to share information and experiences, critically
review national laws, policies and guidelines with respect to EC, abortion, and sexual assault management, and
develop action plans for addressing specific gaps and weaknesses. The meeting was structured around six key
topics, and included plenary presentations, team exercises, and moderated panel discussions. Sessions
included:
1. Reproductive Health Consequences of Sexual Violence
2. Improving Survivor Access to Comprehensive Post-Rape Care
3. Pregnancy Prevention and Management Services
4. Harmonizing Laws on Safe Abortion
5. Facilitating Abortion Reform
6. Action Planning

2

As a follow-up to the meeting, the Population Council, WHO, and the ICEC committed to provide continuing
technical support to selected participating countries to bring their national laws and policies into compliance with
the Maputo Protocol and WHO technical guidelines for safe abortion and comprehensive post-rape care.
Emerging themes which were discussed and addressed during the meeting include the following: EC EC and
Safe Abortion as Essential Components of Comprehensive SGBV Care; the Current Situation in Participating
Countries with Respect to National Guidelines, Laws, Policies and Practice; Opportunities to Expand Access to
Emergency Contraception; and Opportunities to Expand Access to Safe Abortion. These themes are discussed
in further detail in the remainder of this report.

EC and Safe Abortion as Essential Components of
Comprehensive SGBV Care
A key theme of the meeting was the importance of fully integrating reproductive health into the services routinely
provided to SGBV survivors, and of ensuring that the reproductive rights of survivors are protected in national
laws, policies, and clinical guidelines.

Impact of SV and IPV on women’s health
Sexual violence (SV) and intimate partner violence (IPV) have significant long-term consequences for women’s
physical, mental, and reproductive health. Regional experts presented evidence of the consequences of sexual
and intimate partner violence for health outcomes such as unintended pregnancy, infectious diseases, mental
disorders, depression, alcoholism, and suicide, as well as complications from unsafe abortion.
Unsafe abortion remains one of the most common and avoidable causes of maternal mortality and morbidity in
Africa. According to WHO research, 14% of maternal deaths of African women result from unsafe abortion. 3
Meeting participants also noted that women and girls who become pregnant through violence (as well as their
children and families) experience long-term social, economic and health consequences when forced to carry an
unwanted pregnancy to term. Presenters noted the lack of research on rape- and incest-related pregnancy, and
called for more Africa-specific research to provide evidence on both the frequency and impact of such
pregnancies on survivors, their children, and families.
With respect to the Maputo Protocol’s grounds for abortion, General Comment 2 states that:
“The Protocol provides for women’s right to terminate pregnancies contracted following sexual assault,
rape or incest. Forcing a woman to keep a pregnancy resulting from these cases constitutes additional
trauma which affects her physical and mental health...”
In terms of reproductive health consequences, WHO experts noted that women who experience physical, sexual,
and/or emotional IPV are at even greater risk of unintended pregnancy (and unsafe abortion) than survivors of
non-partner or “one-off” sexual violence. Women experiencing IPV not only are victims of sexual coercion, they
also frequently lack control over contraception and family planning decisions. Nevertheless, most countries that
permit abortion in cases of sexual violence do not recognize a need for access to safe abortion for women
experiencing IPV, nor is IPV explicitly identified as a basis for legal abortion in the Maputo Protocol (although
3

World Health Organization. Global and regional estimates of the incidence of unsafe abortion and associated mortality in 2008. Geneva:
World Health Organization, 2011.
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some cases may be categorized as rape in countries where spousal rape is recognized). According to WHO
estimates, IPV survivors are twice as likely to induce abortions (often in settings where there is no access to safe
abortion) as other women.

Need for comprehensive services
WHO has developed detailed policy and clinical guidance on the care of survivors of sexual assault and
interpersonal violence. 4 According to WHO guidelines, female survivors of sexual violence need comprehensive,
woman-centered services that meet their physical, psychosocial, and reproductive health needs. Comprehensive
PRC includes physical and psychological care, EC, PEP for HIV prevention, treatment for sexually transmitted
infections (STIs), collection of forensic evidence, access to safe abortion services, psycho-social counseling, and
follow up care.
While post-rape services initially focused on medico-legal aspects of SGBV, and later, on prevention of HIV,
there is a growing consensus on the importance of preventing unwanted pregnancy from sexual assault through
provision of EC. This is reflected in national guidelines and PRC protocols. Management of pregnancy from
rape, including pregnancy counseling and referral, remains a neglected area of care.
Participants at the regional meeting agreed that prevention and management of pregnancy are essential aspects
of comprehensive post-rape care. Care and support to prevent and manage pregnancy should be offered in the
context of comprehensive care for the overall management of sexual violence and IPV, rather than in isolation.
Effective psychosocial support that includes “first line” response or psychological first aid, is critical. As a WHO
expert noted, “Some survivors will need EC, some will need safe abortion, but all survivors will need and should
be offered ‘first line support’ to address psychological trauma.” 5
In addition to offering specialized post-rape care, presenters also identified the health sector as a key entry point
for addressing sexual and intimate partner violence more broadly. WHO noted that most women and girls who
experience SV/IPV do not report or seek specialized care for such violence. Those that do access health
services may enter via different delivery points (such as for dental injury), present with non-violence symptoms,
or not reveal that they are experiencing violence. However, most women will receive sexual and reproductive
health services at some time in their life. If health workers are sensitized about SGBV, they can identify women
based on the consequent symptoms or conditions, educate women on their rights, provide information to women
about their and options, provide referrals, assist in accessing social and legal services, and manage some of the
clinical aspects. They can also avoid the harm that results to survivors when health workers do not respond
adequately or sensitively to SGBV. The health sector can also play an essential role in collecting data on the
incidence, risk factors and consequences of SGBV, inform SGBV policy and program development, and
advocate for more integration and prioritization of SGBV as an issue within the sector.
WHO has developed several guidelines and tools for the health sector that address provision of services for
women subjected to intimate partner violence or sexual violence, the clinical management of rape survivors, and

4

Responding to Intimate Partner Violence and Sexual Violence Against Women: WHO Clinical and Policy Guidelines, Geneva: World
Health Organization, 2013.

5

For WHO guidance on psychosocial support, see Health care for women subjected to intimate partner violence or sexual violence: A
clinical handbook, Geneva: World Health Organization, 2014, parts 2 and 4.
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technical and policy guidelines for safe abortion. 6 These can be used to strengthen health services and to
advocate for policy change.

Emergency contraception: Technical update
A technical update on EC by an ICEC representative revealed that EC is one of the safest forms of contraception
and works by preventing fertilization, not implantation. Thus, many of the reasons given for not providing EC
reflect misinformation and provider bias rather than medical fact. EC is both safe and effective. EC pills are more
effective the sooner they are taken after unprotected sex, but can be effective at preventing pregnancy for up to
five days. Dedicated EC pills (those packaged and labeled specifically for use as emergency contraception) have
no estrogen, have few side effects, and are not associated with infertility, cancer, or stroke. If a pregnant woman
takes EC, it will not cause harm to her or to the fetus. It is not a form of abortion. EC pills are safe to be used
repeatedly within the same menstrual cycle, and, while not recommended for long-term family planning because
other ongoing methods are more effective, there are no restrictions on repeated use.

Pregnancy management and access to safe abortion
According to WHO guidelines, survivors who experience rape-related pregnancy should be counseled on their
options and referred for abortion where legally available. This guidance is consistent with the Maputo Protocol
and statements by the UN Commission on the Status of Women calling for access to EC and safe abortion for
sexual violence survivors.7 Nevertheless, national SGBV guidelines tend to be silent, or at best, vague on the
law with respect to abortion and on counseling survivors who become pregnant regarding their legal options.
Except for Ethiopia, none of the six countries represented at the meeting had clear guidelines on abortion for
sexual violence survivors.
Expert presentations also highlighted the health and human right aspects of access to safe, legal abortion, the
safety of medical abortion (when performed according to WHO guidelines), and the consequences of unsafe
abortion for millions of women globally. According to WHO (in 2008), half of the 44 million abortions obtained
annually across the world are unsafe. WHO also emphasized that “highly restrictive abortion laws are not
associated with lower rates of abortion – just higher rates of unsafe abortion.” Where states have legalized
abortion, abortion-related mortality has declined dramatically (73% in the USA, 91% in South Africa). One WHO
presenter reported that, because safe, legal abortion is rarely permitted in Africa, an abortion on the African
continent in 2008 was 767 times more likely to end in death than an abortion in the United States. 8
The Maputo Protocol requires that States not only decriminalize abortion in certain circumstances – it also
requires that States create an enabling environment that promotes safe abortion care. To achieve this
environment, countries must ensure legal access to safe abortion, availability of services, and good quality of
care.
Experts also noted that the African Commission has adopted the broader WHO definition of “health” for purposes
of the Maputo Protocol:

6

See, e.g., Responding to Intimate Partner Violence and Sexual Violence Against Women: WHO Clinical and Policy Guidelines, Geneva:
World Health Organization, 2013; Safe Abortion: Technical and Policy Guidance for Health Systems, Geneva: World Health
Organization, 2012, 2d ed., Health care for women subjected to intimate partner violence or sexual violence: A clinical handbook,
Geneva: World Health Organization, 2014

7

Report on the 57th session of the Commission on the Status of Women, agreed conclusions 22 and 34(iii), March 2013.

8

World Health Organization. Global and regional estimates of the incidence of unsafe abortion and associated mortality in 2008. Geneva:
World Health Organization, 2011.
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“When assessing the risks to a pregnant woman’s health, health must be interpreted according to the
WHO definition, namely: a ‘state of complete physical, mental and social well-being and not merely the
absence of disease or infirmity.’"
According to this guidance, any laws, policies or practices that restrict legal abortion to narrowly defined medical
grounds do not meet State obligations under the Protocol. The Comment also states that the unavailability of
safe abortion is in itself a threat to women’s life and health, due to the high risk of injury and death from abortion
by unsafe or illegal procedures, methods and providers. 9 Given the General Comment interpretation, it is clear
that safe, legal abortion should be far more available in the region than is currently understood or implemented.
Drawing a parallel between restrictive abortion laws and policies and those relating to HIV, regional experts
stressed the need to address unsafe abortion first and foremost as a health and human rights issue. In the case
of HIV, punitive laws that criminalized HIV transmission, sex work and drug possession did not reduce HIV, but in
fact created barriers to health service access and had a negative impact on utilization overall. To change this,
policy makers and health care providers (HCPs) had to “withhold judgment and prioritize access to services.” A
similar approach is needed now to reduce unsafe abortion and its negative health consequences.
Participants recognized the difficulty of advocating for EC and abortion with policy makers and in communities,
because of the “moral or religious issues” and stigma attached to abortion, rape and incest. WHO presenters
encouraged participants to focus on the “health imperative” of preventing unwanted pregnancy and reducing the
number of unsafe abortions in Africa, and to frame the debate around reproductive health and SGBV as a
fundamental human rights issue. A Population Council representative also spoke of the human cost of SGBV
and unsafe abortion, calling on participants to be “bold” in the face of resistance, and to champion the “rights of
the voiceless.”

Current Situation in Participating Countries with Respect to
National Guidelines, Laws, Policies and Practice
A key objective of the meeting was to encourage delegations to look closely and critically at the laws, policies
and practices that currently exist in their countries and to compare these with the requirements of the Maputo
Protocol and WHO evidence-based guidelines for safe abortion and PRC/IPV. This was achieved through a
review of WHO guidelines, facilitated team exercises and sharing of information in plenary. Population Council
also presented the key findings from its 2013-14 study of sixteen African countries, “Access to Emergency
Contraception and Safe Abortion Services for Survivors of Rape: A Review of Policies, Programmes and Country
Experiences in Sub-Saharan Africa.” 10

Pregnancy prevention
All six countries represented at the meeting have developed national guidelines for the care and management of
rape and sexual assault. In each of these guidelines, prevention of pregnancy through Emergency Contraception
(EC) is included as an essential element of care.

9

African Commission on Human and Peoples Rights, General Comment No. 2 on Article 14.1 (a), (b), (c) and (f) and Article 14. 2 (a) and
(c) of the Protocol to the African Charter on Human and Peoples’ Rights on the Rights of Women in Africa. 37-39
Jill Thompson, Chi-Chi Undie, Ian Askew, “Access to Emergency Contraception and Safe Abortion Services for Survivors of Rape: A
Review of Policies, Programmes and Country Experiences in Sub-Saharan Africa,” Population Council, Lusaka: 2014.

10
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National Post-Rape Care (PRC) guidelines on EC are generally consistent with WHO guidance. However, review
of the national guidelines identified some gaps and/or inconsistencies, such as information on determining
eligibility for children and adolescents, and the information to be provided to survivors when administering EC.
Participants also found that in some cases their guidelines on EC were not fully consistent with the most recent
2013 WHO guidance. Several countries noted the need to update their guidelines to include the following
information:
• Pregnancy testing is not necessary before administering EC. EC should never be delayed or refused if
testing is not available;
• EC should be given to all eligible survivors presenting within 5 days (not 72 hours, per prior guidance);
• EC works by preventing fertilization, not implantation;
• EC is completely safe and does not interfere with existing pregnancy;
• EC should be administered as soon as possible within the post-rape care regimen;
• Dedicated ECP (LNG) may be taken as a Stat dose; 11
• Children and adolescents should be offered EC if they have begun menstruating or have secondary
characteristics;
• EC should be offered regardless of where the woman is in her menstrual cycle, as it is difficult to predict
the timing of ovulation;
• Prophylactic administration of anti-emetics is not needed when patients are given dedicated ECPs
(LNG);
• Survivors should be offered a longer-term contraception option after being given EC.
WHO and ICEC guidelines recommend the use of dedicated ECP (1.5 mg levonorgestrel or “LNG”) for
emergency contraception. This is not always possible, however, as many countries in Africa do not stock
dedicated ECP in public health facilities, or they experience frequent stock-outs. Participants therefore noted the
need to include more information for health providers in national and clinical guidelines on how to use regular
contraceptive pills (POP or COC) for EC. “Customizing” guidelines to reflect the specific brands and regimens
available can also be helpful for providers, but may require frequent updating. WHO recommends that these
details be provided in training or clinical instructions rather than the national guidelines.
Discussions revealed that most countries represented at the meeting do not stock dedicated ECP
(levonorgestrel) in their public health facilities or pharmacies in practice (even though they are known to do so in
theory). Kenya is an exception in this regard, as all public facilities are provided dedicated ECP, in part by donor
organizations. Dedicated EC is also readily available from the private sector. Other countries, such as Rwanda,
provide dedicated EC in specialized PRC facilities such as “one-stop centers,” however most public clinics only
have regular contraceptive pills to use for EC. In some countries, participants stated that dedicated EC is
available in public sector pharmacies and family planning clinics but may not be stocked in emergency rooms or
other places where PRC services are provided. In Botswana, dedicated ECP is only available from private
pharmacies - public facilities, including those designated for PRC- are currently limited to offering COC. In
Ethiopia, EC is available in public facilities - according to one participant, no prescription is required, there is no
age restriction for access and even men can come in and ask for it for their wives and girlfriends.
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According to participants, EC is available over the counter in pharmacies without a doctor prescription in three of
the six countries at the meeting - Ethiopia, Kenya, and Malawi. 12 In the other three, it may be obtained at private
pharmacies but a prescription is required. 13 According to ICEC, there is no medical reason why EC should not be
available over-the-counter. Requiring a prescription reduces access because many women, especially young,
poor, and rural women, do not have the time, opportunity or resources to see a doctor or to access EC from a
clinic during regular hours. For women in urban areas, over the counter EC substantially increases opportunities
for access, without having to see a doctor or report to a public facility offering post-rape care. Access is even
more challenging for women and adolescents in rural areas, where private-sector EC is not always an option:
there are fewer pharmacies, pharmacies may not carry it, it is too expensive, or there are no doctors at the clinics
to prescribe it.
The findings from the Population Council study regarding the policy framework for EC were generally consistent
with the presentations by country teams, particularly in terms of coverage of EC in national PRC guidelines. The
study found that national guidelines consistently identify pregnancy prevention as an essential element of sexual
violence care, and all countries with national guidelines included provisions on EC. Population Council also
found, however, gaps and inconsistencies in the EC provisions, as well as a disconnect between PRC guidelines
and national guidelines for reproductive health and family planning. The study found, for example, that although
many RH policies contained general provisions on EC, EC was not given much attention compared to other FP
methods. Moreover, most national RH/FP guidelines tended to be vague or silent on the specific reproductive
health needs of rape and incest survivors and the need to integrate EC into both PRC and regular RH/FP
services to ensure that all eligible survivors have access to EC. During the regional meeting, several countries
identified the need to align the language in their RH/FP guidelines with the language in the PRC guidelines,
particularly in terms of offering EC to all SV survivors and the information to give patients prior to administering
EC.

Key challenges to EC access
Population Council Study Findings
Low Awareness
In the Population Council study, the barrier to EC access most often cited by key informants was lack of
knowledge or awareness of EC by survivors and other members of the community. 14 This impression is
supported by available research. According to the ICEC, in many countries in Africa, less than 30% of women
are aware of EC as a method to prevent unwanted pregnancy. According to informants, many women who have
heard of EC (or the “morning after pill”) are unaware of the specifics of the method – how it works, the timeframe
for use, or the fact that regular contraceptive pills can be used as EC. Others are aware of EC, but do not know
where and how to access EC if they need it. Few members of the public seem to know that EC (COC, if not
dedicated EC pills) may be accessed free of charge in public clinics and hospitals.

Although this information was derived from meeting participants, it is noteworthy that the ICEC currently lists Ethiopia, Kenya, and
Malawi as allowing for the provision of EC over the counter (OTC). Botswana and Zambia are listed by the ICEC as requiring a
prescription for EC. The ICEC has no official data on prescription status for Rwanda but their fact sheet on EC in Rwanda notes that “it
appears that EC can be purchased without a prescription” (http://www.cecinfo.org/custom-content/uploads/2013/09/Rwanda_2013.pdf).
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ICEC notes that, in practice, access to EC may not always align with the law regarding prescription status – i.e., in policy, it may be
available only with a prescription but in practice women can obtain it OTC; or, in policy, it may be OTC but in practice some pharmacists
require a prescription.
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Late or non-reporting
The second most cited barrier reported in the 2014 Population Council study was failure to report or seek health
services following rape, followed by “late reporting” (reporting past the timeframe for EC). While many found this
frustrating, most informants were aware of the many personal, social and institutional barriers that prevent
survivors from seeking assistance, particularly when the survivor is young or the perpetrator a family member.
Barriers specifically mentioned in interviews included: shock and trauma from the rape itself, shame, fear of
social stigma or retaliation from the perpetrator, harmful social norms that blame the survivor, family denial or
pressure to cover up the incident, unsupportive attitudes of police and other service providers, lack of faith in the
“system” to provide support/deliver justice; lack of awareness regarding what to do or where to go for services
after rape, distance to health facilities, lack of transport, cost of transportation or services, and administrative
obstacles that delay access to services such as requiring a police report to obtain post-rape care.

HCP Training
Insufficient training of health care providers was also identified as a significant barrier to EC access in the
countries studied. With health care providers, the primary concern was not lack of awareness of EC, but rather
that many HCPs are not familiar with their national protocols or the details of how to administer EC. As a result,
HCPs do not always know to provide EC in rape cases, do not know the correct protocols for administering it, are
not sure about the allowable timeframe, or are not aware that regular contraceptive pills can be used as EC.
Negative attitudes and provider biases regarding EC can also play a role in limiting access.

Participants’ Perspectives on Barriers to EC Access
During the meeting, participants were asked to identify what they felt were the major challenges to EC access.
The results of this group exercise were then analyzed and summarized by an ICEC expert as follows:
•

At the Personal Level, low awareness of EC among survivors and the public generally was the most
frequently identified obstacle, followed by stigma associated with rape or pre-marital sex;

•

At the Provider Level, lack of knowledge regarding how EC works and how to administer it correctly,
was the primary barrier identified by participants, followed by provider biases, misconceptions and
attitudes toward EC and survivors;

•

At the Policy Level, participants identified supply chain management and logistics as the biggest
challenge, resulting in frequent “stock-outs” of EC products in public facilities.

Pregnancy counseling, management and safe abortion care
WHO’s most recent guidance on Responding to Intimate Partner Violence and Sexual Violence Against Women
(2013) states that if a survivor presents after the time required for EC, if EC fails, or if she presents with a
pregnancy as a result of rape or incest, she should be offered safe abortion in accordance with national law.
Survivors who decide to maintain the pregnancy should be advised of all available options (including adoption
and foster care), and referred to pre-natal care.
WHO’s guidance on Safe Abortion (2012) further states that women who are pregnant as a result of rape:
“have a special need for sensitive treatment, and all levels of the health system should be able to offer
appropriate care and support. Standards and guidelines for provision of abortion in such cases...should
not impose unnecessary administrative or judicial procedures such as requiring women to press
charges or identify the rapist ... and should ideally be part of comprehensive standards and guidelines
for the overall management of survivors of rape.” 15
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WHO guidance also states that:
“[p]rompt, safe abortion services should be provided on the basis of the woman’s complaint rather than
requiring forensic evidence or police examination. Administrative requirements should be minimized and
clear protocols established for both police and health-care providers as this will facilitate referral and
access to care.” 16
Similar standards for safe abortion for survivors are required under the Maputo Protocol, as articulated in the
African Commission’s General Comment 2.
Consistent with the findings of the Population Council’s 2014 study, the meeting confirmed that few countries in
the region provide safe abortion for sexual violence survivors as required by the Maputo Protocol. Three of the
six countries participating in the meeting- Botswana, Ethiopia, and Rwanda - have national laws permitting legal
abortion in the case of rape and incest, as well as in cases where the pregnancy presents a risk to the life or
health of the mother, or in cases of severe fetal abnormality. Of these, however, only Ethiopia was found to have
an “enabling” legal and policy framework in which survivors of sexual violence are referred for abortion if
requested, and can actually access safe abortion in practice. Due to judicial and/or administrative requirements
contained in the law or implemented in practice, safe abortion is almost as inaccessible to sexual violence
survivors in Botswana and Rwanda as in countries where abortion is illegal.
In two of the participating countries - Kenya and Zambia - the legality of abortion for sexual violence survivors is
unclear, and therefore tends to be interpreted narrowly. Neither country explicitly allows legal abortion in case of
rape or incest. However, both countries have adopted provisions (in the constitution and by statute, respectively)
that allow for legal abortion to protect the life and health of the mother. If interpreted expansively, according to
General Comment 2, these current exceptions are sufficient to allow legal abortion where pregnancy is the result
of sexual violence. In practice, however, abortion is not generally offered to SV survivors and is considered by
most to be a criminal offense. Zambia has reportedly initiated a process to update its 1972 termination of
pregnancy law to meet the requirements of the Maputo Protocol. At present, however, only child survivors of
sexual violence are expressly permitted to obtain abortion (per an amendment to the penal code). The procedure
for accessing abortion in these cases remains unclear.
In Malawi, participants explained that abortion remains illegal except to save the life of the mother, and that in
practice, this provision is interpreted narrowly. Pregnancy is not addressed in the national PRC guidelines, and
survivors of sexual violence who become pregnant are not offered abortion as part of post-rape care.
Participants from Malawi reported that the Malawi Law Commission has proposed amended legislation that
would broaden the law to include all the exceptions required by the Maputo Protocol, including a specific
rape/incest exception. However, little progress has been made in enacting the law since it was proposed in 2009.
In contrast, participants from Ethiopia explained that according to their law, safe abortion is available in all cases
required by the Maputo Protocol, as well as to any young woman under the age of 18 by virtue of her minority
status. Ethiopia is also one of the few countries in the region that has developed national clinical and policy
guidelines for safe abortion care, establishing a clear policy framework for safe abortion in addition to clinical
protocols for practitioners. Of note was the fact that Ethiopia’s law, consistent with WHO guidelines and General
Comment 2, allows abortion services to be provided at the woman’s request, if her reason is one of the reasons
allowed by the statute. She is not required to provide “proof” of eligibility or obtain a doctor or judge’s permission
to access the service. As one presenter explained, “If [the woman says she was raped, that is enough ... Nothing
further is required.” Ethiopia was also the only country of the six participating in the meeting that features access
to safe abortion in its national protocol as an essential element of post-rape care.
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Treatment of pregnancy and safe abortion in National Guidelines
As with EC, participants at the meeting conducted an in-depth review of provisions in their national PRC
guidelines regarding pregnancy testing, counseling and management. According to WHO guidelines, pregnancy
testing is not required prior to giving EC, as it will not harm an existing pregnancy and any pregnancy from rape
could not be detected at that stage. Rather, pregnancy testing should be conducted at the recommended twoweek follow up visit if the survivor is at risk for pregnancy, or at the first visit if a survivor presents too late for EC.
The participant review confirmed that pregnancy testing features in all the national PRC guidelines. All six
recommend a baseline pregnancy assessment17 (although not required by WHO guidelines) and re-testing for
pregnancy at some stage after the survivor’s initial visit (ranging from two weeks to six weeks). However,
participants generally agreed that their guidelines could be strengthened by specifically addressing the needs of
“late reporters” and by providing clear guidance and an adapted flow-chart for these patients. For example,
participants noted that late reporting survivors should be tested for pregnancy at their initial visit and managed
accordingly, regardless of when they report for care. Participants also pointed out the need to ensure that
survivors who receive EC are routinely tested for pregnancy after two weeks - per WHO guidelines - rather than
waiting for a 4 to 6-week follow-up. At minimum, they noted that survivors should be informed to return
immediately for testing in the event of a missed period.
With few exceptions, the review showed also that pregnancy counseling and management does not feature
prominently in national PRC guidelines. Where discussed at all, national provisions tend to be vague or stated in
general, boilerplate terms, with little in the way of detailed guidance or country-specific information. This is
particularly true with respect to access to abortion. In countries where abortion after rape is not specifically
allowed, the protocols are silent. In others, the provisions are unclear and provide little guidance to health care
providers or patients in terms of their rights or options. Ethiopia’s national PRC guidelines provide the clearest
guidance:
Pregnancy: Female survivors of rape require emotional support and clear information so that they understand the
options they have if they become pregnant: the following options should be clearly explained:
•

Ante natal Care: The need for ante-natal care if the woman decides to keep the pregnancy. A clear schedule
for ante natal care and the places where such services are available should be explained. A birth plan
should be prepared.
Adoption and foster centres: providers need to do community mapping to identify adoption and foster
centres in their community to help the survivors who require help.
Abortion services: If the woman decides not to keep a pregnancy out of rape, she is entitled to have safe
abortion services. Providers should clearly explain where the services are available or offer it, if available in
their facility.

•
•

Participants provided various rationales for a baseline test. Although not medically necessary prior to providing EC, some suggested
that baseline evidence was required to “prove” that a pregnancy was caused by rape for purposes of obtaining abortion or for use in
other legal proceedings. Others felt it merely reflected the (misplaced) concern that EC could negatively impact a pre-existing pregnancy.
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Most participants agreed that their guidelines could be strengthened with respect to pregnancy counseling and
management, although some noted the difficulty of doing so before the laws and policies on abortion in their
countries are changed or clarified. Others noted, however, the opportunity presented by the PRC guidelines, to
interpret the law more favorably for sexual violence survivors than is the case currently, and to develop clearer
and more enabling procedures for survivors to access safe abortion within the framework permitted by law.
According to one expert, “If the law is vague, then we need to play a role in interpreting them. If interpretation is
at the discretion of health care providers, then we need to empower them to interpret the law more expansively.”
With respect to counseling, WHO experts noted the importance of providing accurate and evidence-based
information to women to allow them to make their own decision regarding their pregnancy. Counseling should be
client-centered and non-directive, focused on the woman and her needs rather than the counselor’s personal
views and opinions.
Participants and experts also noted the importance of identifying specific referral services for survivors who
become pregnant, particularly at facility level, and ensuring that survivors are able to access them. 18 Whether for
abortion, adoption/foster care, further counseling and support, or PMTCT/pre-natal care, identifying available
services and putting formal referral arrangements in place, can help ensure that survivors receive the care they
need.

Key Challenges to Safe Abortion Access
Legal Provisions
The most significant challenge to safe abortion is the legal and policy framework in most countries represented at
the meeting. Except for Ethiopia, none of the participating countries currently have a clear and enabling policy
allowing safe abortion for survivors of sexual violence – not even in countries such as Botswana and Rwanda
where abortion after rape or incest is legally permitted. In some countries, the challenge lies in vague and/or
conflicting laws or the narrow interpretation of these laws. In others, the law requires onerous third-party approval
processes to obtain an abortion, which significantly impede timely access to the procedure. In Zambia, for
example, the law requires three doctors, including one specialist, to give their approval before an abortion may
be provided. In a country with very few doctors, this provision is prohibitive, particularly in rural areas. Experts
also noted with concern how few countries in Africa allow abortion at the request of the survivor, and instead
place the decision-making in the hands of third parties.

Lack of policy guidance
Few countries in the region have developed clear policy guidance interpreting existing law or setting out the
procedures for accessing safe, legal abortion. The result is that few health care providers, police, or members of
the public understand what is and is not legally permitted, or what survivors must do to obtain legal abortion
services. Concerns about criminal penalties cause practitioners to err on the side of caution, refusing abortion in
situations arguably permitted under the law. Moreover, in the absence of clear policy, too much discretion rests
with the individual health care providers or facilities, and the “policy” becomes what is done in practice, rather
than the other way around. During the meeting, it became evident that some countries are interpreting the law
more strictly than necessary- in practice, imposing evidentiary burdens and approval processes above and
beyond the requirements of the law in the absence of a clear policy framework. An example is Botswana where
many hospitals require a panel of doctors to approve abortion for SV survivors even though not required by law.
Participants also stated that, in practice, pregnant survivors seeking abortion must prove not only that they were
raped (i.e. by providing evidence of a police report or medical exam), but that they became pregnant because of
18
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rape (i.e. they were not sexually active before or after the sexual assault) before they can be referred for
abortion. Even children, who are by definition victims of defilement/statutory rape, must provide evidence and go
through these approval procedures. Participants noted that while all the participating countries have protocols on
post-abortion care (PAC), only Ethiopia has a national health policy on safe abortion. Rwanda reported that it is
in the process of developing guidelines based on its new abortion law.

Low Awareness
Limited awareness of abortion laws in the country or confusion regarding their interpretation can result in
survivors not accessing abortion even where it is legal under the law. As the primary “gate-keepers,” health care
providers play a critical role in informing women of their rights and the options available to them. It is important,
therefore, that HCPs are well-trained to provide accurate, un-biased information on abortion and abortion
procedures, and to understand the law and Ministry of Health policy regarding the right to access. As one
participant explained, “Moving forward, there is a critical need to interpret the law and educate the public so that
people understand what the law says. Now, lawmakers don’t know. Service providers don’t know. And the
people who need these services don’t know. Most assume [abortion] is illegal even when it’s not.”

Capacity and training
Capacity to provide accessible, high quality abortion services is currently limited, even in countries where
abortion is legally available. To expand access to abortion, participants noted the need to increase the number of
trained providers and facilities offering the procedure, and to more fully integrate safe abortion into post-rape
care. Of concern are laws which only allow doctors to perform abortions, or require abortions to be performed
only in hospitals, as these create unnecessary barriers to access in areas where doctors are rare and hospitals
are far away. WHO guidance is clear that abortion should be accessible at all levels of the health care system
and that lower level HCPs can be trained to safely provide medical and non-surgical abortions.

Age of consent
A few participants expressed concern that minors are not able to access abortion without parental consent, even
where they are above the age of consent for sex. This creates a barrier, because many do not want to reveal
sexual violence or sexual activity to their parents and wait until it is too late to obtain abortion safely. Exceptions
include Ethiopia and Ghana, which specifically allow minors to access abortion without consent, and South
Africa, where the age of consent for medical procedures is 12.

Legal challenges by conservative/religious groups
In several countries, “pro-life” groups have vigorously opposed expansion of abortion rights. In Kenya, there is
currently a case in the Supreme Court challenging the dissemination and implementation of health ministry
clinical protocols on safe abortion. Participants from Zambia also reported that a proposed constitutional
provision stating that life begins at conception could effectively eliminate legal abortion in the country, while key
stakeholders in Zambia are working to expand access to safe abortion.
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Opportunities to Expand Access to Emergency Contraception
To date, efforts to strengthen access to EC for survivors of sexual violence have focused primarily on including
EC in the package of PRC services offered in health facilities and one-stop centers. As reflected in the national
protocols, EC is increasingly recognized as an essential component of comprehensive post-rape care. The
challenge remains, however, that in many settings most sexual assault survivors do not report to law
enforcement or seek facility-based treatment. For these women and girls, knowing that EC is an option to
prevent pregnancy and being able to obtain it through other avenues is critical.
During the meeting, participants explored various ways to improve access to EC both within and outside the
clinical context. Discussion focused on four main areas: strengthening delivery of EC in the clinical context,
decentralization of EC services, increasing awareness in the community, and overcoming policy barriers.

In the clinical context
Training

Participating countries need to ensure that EC is integrated into HCP training on Family Planning (FP) and
SGBV. It should be part of the regular curriculum for pre-service as well as in-service training. The training
should focus on the safety, side effects, and mechanism of action of EC, along with how to provide EC, including
how to use regular contraception pills for EC. This is a critical component since many facilities do not yet supply
or have a regular supply of dedicated EC pills. As one participant explained, “Women should not be turned away
because dedicated EC products are not available.”

Access to products

Countries need to strengthen access to supplies and management of the supply chain. Some countries procure
dedicated ECPs while others do not. Even in countries where the government procures it, there may be other
barriers to ensuring its availability. In Zambia, for example, EC is not included on the Essential Medicines List. As
a result, EC is not automatically sent to lower level facilities such as clinics, and even dedicated SV facilities
experience stock-outs. Countries need to procure EC and then ensure that it is distributed regularly to every
health care facility without the need to special order. Countries should also be sure to include EC on facility-level
order forms and reporting forms to request EC and keep track of EC usage. According to ICEC, including EC on
such forms can be very helpful in improving country-level procurement and distribution.

Availability 24/7

Saying EC is available in the “public sector” is not sufficient, as that often only means that EC can be obtained
from a FP clinic or pharmacy during regular business hours. Given the narrow timeframe for EC and the impact
of timing on efficacy, women, and especially SV survivors, need to be able to access EC at any health facility from local clinic to emergency room, on weekends and after hours, and without having to travel long distances to
regional hospitals or specialty centers. Facilities also need to ensure that the staff on duty can provide EC (and
have access to ECP) even if a doctor is not available.

Facility-level protocols:

To improve access at facility-level, facilities offering care to sexual violence survivors should incorporate the
following into their service protocols:
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•

EC should be provided as early as possible in the treatment flow

•

EC must be available and accessible to HCPs 24/7

•

EC must be physically available in the place where SV services are provided, including during off
hours, so that patients do not have to wait at the pharmacy, travel to other wards or off-site
facilities, or wait for services to open for business to obtain EC.

•

EC should be given to patients free of charge

•

Survivors should not be required to report to police to receive EC.

•

Provision of EC should be included in staff monitoring/evaluation/supervision and oversight.

Youth-friendly services

Countries need to make EC more accessible to young people, including through youth-friendly services at local
clinics. In Botswana, for example, some public clinics have created a “youth corner” staffed with younger nurses
(male and female), which has improved access to EC in this context. Young people also need to have access to
more complete and accurate information about sexuality, contraception and SGBV to counteract the stigma and
“culture of silence” around EC and SGBV. HCPs can play a role in promoting more open discussion around
these issues, as can creative use of social media.

Confidentiality

FP protocols for EC distribution must be sensitive to women’s privacy concerns and protect their confidentiality.
In Kenya and Botswana, for example, women requesting EC from public sector clinics must record their names
in a register, as with other forms of FP. Given the circumstances under which women seek EC, countries should
amend these requirements to permit recording of EC distribution without identifying information so as not to
inhibit women and girls from seeking EC from the public sector, especially after rape.

Sensitization
The health profession in general needs to be more open and sensitized regarding SGBV, sexuality and
reproductive health, “so that people - and especially young people - can go and get help, feel free to talk, and
ask questions without judgment,” including, but not limited to, questions about EC.

Decentralization of services
A second way to improve access is to make EC available in a broader range of public and private settings, and
to assure access, regardless of whether sexual violence is reported. In many countries, only 1 in 7 to 1 in 9 rape
survivors currently seek specialized medical attention. Making EC widely known and available can help survivors
access EC - especially those who choose not to report or seek services at a health facility.
Recommendations from the panel include:

OTC Access/Private Pharmacies
According to the ICEC, the most important way to improve access to EC outside the clinical setting is to make
EC available in pharmacies OTC without a prescription. The evidence is clear that EC is safe and appropriate for
over-the-counter purchase at pharmacies and drug stores. Countries can also enter into public/private
partnerships with pharmacies to improve information and access to services. In Vietnam, for example, certain
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private pharmacies have been selected and trained as designated “Youth Friendly Pharmacies” to improve
access to young people.

Make EC available to SV survivors at the first point of contact:
In Zambia, research showed that 90% of SV survivors who reported, went first to police, not to health care
facilities. In response, Zambia implemented a pilot project to provide EC at police stations through the Victim
Support Unit (VSU). These officers were trained to provide EC, provide information about PRC, and refer
survivors for further services. The project also included a community outreach component in which officers went
out to communities and told people about the services available. As a result of the project, the number of women
reporting to police, obtaining EC, and being referred to hospitals for comprehensive PRC all increased. It also
helped improve the public’s perception and attitudes toward police. Although there have been some challenges
in sustaining and scaling-up the project, it proved that police and other role players outside the clinical setting
can be trained to safely and effectively provide EC, information, and referrals.

Make EC available in schools and workplaces:
In Botswana, for example, EC is available in clinics based at tertiary educational institutions, as well as some
public-sector workplaces such as the Botswana Defense Force.

Use Community Health Workers (CHWs) to expand access to EC, especially in rural
communities
In Zambia, the ministry is currently using community health workers to expand access to health services,
especially in rural areas where there are few clinics, few professional nurses, and no doctors. If properly trained,
community health workers could also be used to provide family planning services and EC. In Kenya, community
volunteers are already allowed to distribute regular contraceptive pills. At minimum, these same volunteers
should be trained on how to use regular contraception for EC. With additional training, CHWs could also
distribute dedicated ECP and refer women in their communities for longer-term family planning services and/or
comprehensive IPV or SV care. 19
Some participants noted a potential downside of decentralizing services and increasing access to EC outside of
health facilities or specialized PRC centers, namely that SV survivors may choose to take EC without obtaining
other essential services, such as psycho-social counseling and PEP to prevent HIV infection. As a result, some
participants argued that efforts should focus on strengthening access to comprehensive PRC, and identifying
and addressing the barriers that prevent survivors from seeking health services. Some also expressed concern
about community workers providing services to survivors of violence, noting sensitivity, ethical and privacy
concerns. According to one expert, community health workers can be used to raise awareness, but are not
qualified to provide counseling and other services to survivors, and risk causing further harm. There was
consensus among participants on this point. If community workers are allowed to provide EC, it is essential that
they be trained to provide correct information, protect survivor privacy and confidentiality, and refer survivors to
health care facilities for comprehensive services. As one participant stated, “EC should not be stand-alone
response.”

Increasing awareness
Participants in the meeting agreed that low awareness of EC is a major challenge to increased access.
According to DHS data, less than 40% of women have ever heard of EC in five of the six countries that
participated in the meeting. (Kenya is the exception). Those that have heard of EC may not know how it works,
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the timeframe for using EC or how and where to access it. Increasing public awareness of EC, and SGBV
services generally, is thus an urgent need. SGBV services should include a community awareness and outreach
component so that survivors will be informed of the services available to them and encouraged to access those
services in a timely fashion. Some specific recommendations include:

School-based education and outreach

Countries need to integrate information about EC and SV into the regular health education curricula. Various role
players can also conduct outreach in schools. In Zambia, for example, the police have a “school zone” unit,
which goes out to schools and raises awareness about SV and services available to SV survivors, including EC.

FP counseling

Raising awareness about EC should be part of regular family planning and counseling. If EC is explained during
routine appointments, women will be more aware of their options when they or someone they know needs EC.
Integrating EC into FP counseling and information materials is also important for other reasons. As explained by
ICEC, there is an urgent need to “set the facts straight” about EC, as many people have been given inaccurate
information or have misconceptions about EC. Women also need to understand that EC is not the most effective
method of birth control. They need to be aware of its limitations and the importance of regular contraception/FP
strategies for longer-term protection against pregnancy and HIV.

Use creative media to reach large audiences

In the DRC, for example, ICEC is working on a project with Population Media Center. PMC produces soap
operas and radio shows that are very popular with women. ICEC is working with PMC to incorporate EC-related
messages into the program story lines to raise awareness about EC. This is an example of how to reach large
audiences with limited resources.

Establish a call-in center

In Kenya, LVCT Health (a non-governmental organization) has teamed with Safaricom (a leading
communications company) to provide a caller information line focused on reproductive health issues. According
to members of the Kenya delegation, this strategy has been very effective and benefited thousands.

Community Health Workers

Use community workers to disseminate information about EC and SGBV services, particularly in rural areas.

Traditional leaders

Traditional leaders are important in rural culture and are very influential in their communities. As one panelist
explained, “If we can train the leaders and get them on board, the people will get the information.”

Social marketing

Countries need different approaches for rural and urban populations and various age groups. Strategies must be
appropriate and effective for the target audience. As another panelist explained, “Working with chiefs is a good
strategy in rural areas but a different approach is needed to reach young people in the cities.” Marie Stopes, for
example, recommends creating youth-friendly spaces outside the clinical setting, where young people can obtain
information and speak openly about sexuality and reproductive health. Social media and mHealth campaigns are
also effective ways to reach young people, provide information and improve uptake of services.
The social marketing sector is a natural fit for EC: Research shows that women like to buy EC from pharmacies
and often are willing to pay for it. Social marketing programs have effectively distributed EC in several countries,
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including a large program in Ethiopia; yet as of 2012, only a third of social marketing family planning programs in
Africa included EC.

Integrate EC awareness into broader anti-SGBV programs and initiatives

Government from across sectors, including but not limited to health, should team with civil society to raise
awareness of EC, available SGBV services, and the need for a multi-sectoral response to address sexual
violence and IPV.

Addressing policy barriers
Improve supply and distribution of dedicated ECP

As discussed above, there is a need to improve supply-chain logistics and management so that health care
facilities can properly estimate their needs and ensure uninterrupted supply. Including dedicated EC on the
Essential Medicines List is an important step, and ensures that all health facilities, including local clinics, have a
supply of ECP. To the extent possible, governments should procure and distribute dedicated EC products;
however, where dedicated ECPs are not available, protocols should be in place for supplies of regular oral
contraception to be used as EC.

OTC access

EC should be available over-the-counter without a prescription and without restrictions as to age.

Eliminate reporting requirements

In policy and/or in practice, many countries require survivors to report to police and/or provide a police report
before they can access PRC services- including free EC - at public health facilities. These policies should be
reviewed and amended, and staff at facilities trained, to ensure that survivors of sexual violence and IPV can
obtain essential health services without reporting to law enforcement.

Opportunities to Expand Access to Safe Abortion
Expanding access to safe abortion is a multi-step process which requires an enabling legal and policy
framework, awareness of rights, availability of services and trained service providers, and quality of care. Given
the limitations of the current legal framework in most countries, discussions around access focused primarily on
legislation and policy, as well as integrating safe abortion more specifically into services for SV survivors.

Legislation

In terms of legislation, several participating countries that have not updated their abortion laws post-Maputo
identified a need to enact legislation or amend existing statutes to bring them into compliance with
Article14(2)(c). At a minimum, the Maputo Protocol requires that national laws authorize legal abortion in all
cases of rape or incest, risk to the life, mental or physical health of the mother, and serious fetal abnormality.
Some countries in the region also allow abortion on other grounds, such as socio-economic circumstances
(Zambia) or the age of the pregnant woman (Ethiopia).
Countries in the region that already permit abortion in certain circumstances need to revisit existing or proposed
legislation in light of the new interpretive guidance provided by the African Commission General Comment 2. In
particular, the General Comment states that countries should eliminate or revise any provisions in the law that
may impede access to safe, legal abortion where authorized, or that run contrary to the idea of an “enabling
environment.” These include, for example: evidentiary requirements; third-party authorization requirements and
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procedures; and overly restrictive requirements regarding how and where abortions may be performed, and by
what level of HCP.
General Comment 2 also adopts a broad definition of the terms “life” and/or “health” of the pregnant woman, per
the WHO definition of “health,” which arguably encompasses a much wider range of circumstances for legal
abortion beyond those currently permitted by law or in practice.

Interpretation/Implementation of existing law

Beyond enacting or amending legislation, opportunities also exist for line ministries to interpret and implement
existing law in a way that is more expansive and favorable to SV survivors. For example, countries can make
clear through policy and/or policy directives that any pregnancy of an underage girl is by definition statutory rape,
and therefore automatically subject to the provision allowing abortion in the case of rape or incest without the
need for any further evidence or approval process. Countries can also allow SV and IPV survivors to access
legal abortion on the grounds that it is necessary to protect their mental and physical health. Such a provision is
consistent with WHO guidance and General Comment 2, as well as with the British case Rex v. Bourne. Finally,
countries can reduce administrative and evidentiary burdens by allowing survivors to obtain a safe abortion
based on their statement alone, or in conjunction with a statement by a SV service provider or survivor advocate,
without having to provide a police report or medical evidence to prove sexual violence or pregnancy from sexual
violence. Similar opportunities for interpretation through policy and program measures exist in terms of other
allowable grounds for abortion, including reasons of maternal or fetal health.
Where the statute contains specific requirements, stakeholders can work together to design and implement more
survivor-friendly procedures while still complying with the law. In Rwanda, for example, the law requires a “court
order” for abortion in the case of rape and incest, but does not dictate any particular process for obtaining one.
Up until now, survivors have had to navigate the court process alone and very few have succeeded in obtaining
court approval. In response, members of an SGBV working group in the country are looking at possible ways to
facilitate the process for survivors, i.e. by allowing the HCP or police officer at one-stop facilities to submit a
request to the court on behalf of the survivor and obtain court approval without the survivor having to appear or
present evidence in court. They are also looking at ways to streamline the approval process required for abortion
based on a health condition.
Participants also discussed the possibility of bringing a test case to challenge the narrow interpretation of existing
law. In Malawi, for example, attorneys are considering bringing a test case based on Rex v Bourne, a British
case that broadly interpreted the same penal code provision on abortion that still exists in many of the
commonwealth countries. In this case, the court found that protecting the “life of the mother” included protecting
physical and mental health, and that terminating an unwanted pregnancy from rape was justified to protect the
mother’s health. The court thus held that a girl who had become pregnant from sexual assault was entitled to
legal abortion, even where the law allowed abortion only to save the life of the mother. Several legal experts,
including those from the Center for Reproductive Rights, have argued that in the absence of conflicting law, Rex
v Bourne provides a legally valid interpretation of the abortion law in countries such as Malawi, Tanzania and
Uganda.

Awareness of and access to quality services

Experts also pointed to State obligations in the Maputo Protocol and in General Comment 2 to ensure that rights
protected by law are promoted and fulfilled in practice. This requires not only that abortion is authorized in the
circumstances allowed by law, but that people are informed of their rights and have access to quality services in
the communities where they live.

Integration of safe abortion into national guidelines

In terms of national guidelines, participants agreed that PRC guidelines need to incorporate clear and accurate
information on the law and women’s right to access abortion in the context of rape and incest, including statutory
and marital rape. The information should provide clear guidance for survivors and for HCPs on what is and what
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is not legally possible and how survivors can access available services. The guidelines should also integrate
clear guidelines for non-directive pregnancy counseling, including available options and referral mechanisms to
facilitate access to available services.

Moving Forward
Members of the Population Council’s STEP UP (Strengthening Evidence for Programming on Unintended
Pregnancy) and of the Safe Abortion Action Group (SAAG) in Zambia and concluded the regional technical
meeting with a discussion of practical steps participants can take to facilitate legal, policy, and program reform
with respect to pregnancy prevention and safe abortion in their respective countries.

Establish an evidence base
Panelists agreed on the need to conduct research and establish an evidence base to inform policy decisions,
improve programming, and support advocacy efforts. With respect to abortion, for example, panelists
recommended conducting an impact assessment of current laws and policies, as was undertaken in Rwanda. In
Rwanda, facilities began collecting data on the number of survivors becoming pregnant from rape and the
number of rape survivors who were able to access legal abortion. From this study, Rwanda learned that since
the new law came into effect allowing abortion in cases of sexual violence (including statutory rape), only one
survivor was able to obtain an abortion. This evidence is now being used to advocate for a change in the way the
law is interpreted and implemented.
Evidence can also be used to make changes on the ground, even where change is slow at the legislative and
policy level. In Zambia, for example, Population Council is collecting evidence on such issues as quality of
abortion care and the availability of medical abortion. Population Council also called for more research on the
impact on women of unwanted pregnancy from sexual violence to inform advocacy in this area.
Finally, panelists noted the need for reliable health data - including on maternal mortality and other
consequences of unsafe abortion - to drive the discussion around abortion reform and counter “emotive
arguments” made by pro-life advocacy groups. As one panelist stated, presenting evidence from research helps
to frame the issue as a medical one. It can also be used to “start the conversation” with others.

Create forums for discussion
In Kenya, Zambia, and Malawi, interested stakeholders have formed working groups specifically focused on
expanding access to safe abortion, the problem of unsafe abortion and the lack of quality abortion services. In
Kenya, members of the Safe Abortion Working Group are primarily from the private sector, but the group is led
by the maternal health division of the Ministry of Health. In Zambia, the Safe Abortion Action Group is a
partnership between non-governmental organizations and the Ministry of Health. Malawi also has established a
Coalition for Prevention of Unsafe Abortion (COPUA). In contrast to other technical working groups dealing with
family planning and reproductive health more generally, having a forum specifically for abortion has facilitated
frank discussion and helped to focus the group’s efforts. It has also helped build partnerships among
stakeholders and between the private and public sector.
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Draft proposals and an action strategy
Final discussions from the meeting, focused on developing country-specific action points to improve access to
EC and safe abortion services, particularly for survivors of sexual violence. Key action points from participants
included:
• Increasing public education around pregnancy prevention, EC, safe abortion, and accessing available SGBV
services
• Updating SGBV guidelines and training to reflect most recent WHO guidance
• Integrating EC and safe abortion issues into existing SGBV and FP training, protocols, and documents
• Decentralizing EC services to expand access to young people and rural communities
• Expanding public sector procurement and distribution of dedicated ECP in health facilities
• Improving forecasting and management of EC supplies
• Educating line ministries and policy makers regarding their obligations under Maputo, as interpreted in the
African Commission’s comments.
• Advocating for favorable interpretation of existing abortion law/ Using Ministry of Health policy to interpret
and clarify the law relating to safe abortion rights and procedures
• Organizing partners and like-minded individuals to advocate for reform and address gaps in services.
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Appendices
List of participants
Name

Designation/Institution

Email address

Botswana
Principal Health Officer, Health Sector
Response to SGBV, MoH
Chief Legal Advisor, Attorney General’s
Chambers
Acting Chief Health Officer, SRH, MoH
National Program Officer, Family Health
Program, WHO
Executive Director, Women Against Rape
Trust
Ethiopia
National Program Officer, Gender Equity &
Human Rights, WHO

kgmotlhanka@gov.bw,
kelegase57@gmail.com
krossenkhan@gov.bw,
khursheed1@yahoo.com
lmokganya@gov.bw

Netsanet Belete Andargie

National Maternal Health Officer, MoH

mhexpert4.mh@gmail.com

Tsige Yemane Hailu
Wesenyelesh Admasu
Bezabh

Prosecutor, MoJ
Head, Women & Children Coordinating
Office, MoJ

tsiyema@gmail.com

Yamerot Andualem Yihun

Director, Women & Youth Affairs, MoH

yamduale@yahoo.com

Kelebogile Motlhanka
Khursheed Rossenkhan
Lesego Mokganya
Lucy Maribe
Peggie Ramaphane

Fikir Melesse

Chi-Chi Undie
Esther Walgwe
Harriet Birungi
Joyce Lavussa

Kenya
Senior Associate, Population Council
Consultant, Population Council
Country Director & Senior Associate,
Population Council
National Program Officer, Family Health
Program, WHO

maribel@who.int
peggie.ramaphane@gmail.com

fikirm@who.int

wedam2011@gmail.com

cundie@popcouncil.org
e.lwangawalgwe@yahoo.com
hbirungi@popcouncil.org
lavussaj@who.int

Janet Munyasya

Program Coordinator, Population Council

jmunyasya@popcouncil.org

Joyce Ombeva

Program Coordinator, Population Council

jombeva@popcouncil.org

Magdaline Mwanzia
Wilson Liambila

Senior Programme Officer, LVCT Health
Associate, Population Council

mmwanzia@lvcthealth.org
wliambila@popcouncil.org

Malawi
Angela Tamanda Kaunda

Legislative Counsel, MoJ

tamandak@gmail.com

Fannie Kachale

Director, Reproductive Health Services,
MoH

fankachale@yahoo.co.uk

Godfrey Kangaude

Consultant, WHO

kangaude2013@lawnet.ucla.edu

Harriet Chanza

National Program Officer, Family Health
Program, WHO

chanzah@who.int

Mathews Muhota

Obstetric Clinical Officer, MoH

mathewsmuhota@gmail.com

Twambilire Phiri

Chief Reproductive Health Officer, MoH

twambilirephiri@yahoo.co.uk
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Name

Designation/Institution

Email address

Rwanda
Eugenie Ngabire
Maria Magabo Mujawamariya

Capacity-Building Officer, FHI-360
National Program Officer, Family Health
Program, WHO
Zambia

eingabire@fhi360.org;
ingabiree@gmail.com
mugabom@who.int

Annie Zolo Banda

Chief of Party-GBVSS, World Vision

annie_banda@wvi.org

Dorica B. Kafunya

Senior Parliamentary Counsel, MoJ

doricakafunya@gmail.com

Edford Mutuma

Country Director, Ipas

mutumae@ipas.org

Jacob Mufunda

Country Representative, WHO

mufundaj@who.int

Jonathan Kaunda Mwansa

Consultant Pediatrician, Arthur Davison
Children’s Hospital/MoH

jonathankmwansa@gmail.com

Kim Sundstrom

Regional Adviser, Embassy of
Sweden/SIDA

kim.sundstrom@gov.se

Nachela Chelwa

Program Officer, Population Council

nchelwa@popcouncil.org

Patrick Djemo

Country Program Manager, Ipas

djemop@ipas.org

Peter Schaffler

Country Director, Marie Stopes

peter.schaffler@mariestopes.org

Precious Zandonda

Gender Officer, UNFPA

zandonda@unfpa.org

Sarai Bvulani Malumo

NPO-Making Pregnancy Safer, WHO

malumos@who.int

Other Countries
Avni Amin
Ayotunde Adegboyega
Catherine Grant

Technical Officer, Violence Against
Women, WHO HQ
Medical Officer, Family and Reproductive
Health, WHO
Law and Human Rights Consultant, UNDP
RSCA

amina@who.int
adegboyegaa@who.int
kitty.grant@undp.org

Jill Thompson

Consultant, Population Council

jillandsteve2006@gmail.com

Leopold Ouedraogo

Regional Advisor, SRH, WHO AFRO

ouedraogol@who.int

Rajat Khosla

Human Rights Advisor, WHO HQ

khoslar@who.int

Ronnie Johnson

Scientist, WHO HQ

johnsonb@who.int

Sarah Rich

Senior Technical Advisor, International
Consortium for Emergency Contraception

srich@msh.org
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Meeting Agenda
Monday, 11 April 2016

PART ONE: INTRODUCTION/OPENING REMARKS
9.00 – 9.30

Welcome and Introductions
Jacob Mufunda, WHO Representative, Zambia
Mike Mbizvo, Country Director, Population Council, Zambia

9.30 - 10.00 Meeting Goals and Objectives
Chi-Chi Undie, Population Council; Leopold Ouedraogo, WHO-AFRO [10 mins]
Participant Objectives for the Meeting: Inputs from the Floor
Jill Thompson, Population Council (Consultant) [10 mins]
10.00 - 10.40 Panel: What are the reproductive health consequences of sexual violence? Pregnancy prevention
and management as an essential element of sexual violence care
Avni Amin, WHO [10 mins]
Mike Mbizvo, Country Director, Population Council, Zambia [10 mins]
10.40 -11.10

Tea Break

PART TWO: IMPROVING SURVIVOR ACCESS TO COMPREHENSIVE POST-RAPE CARE

11.10 - 13.35 Providing comprehensive, women-centered post-rape care: What is recommended?
WHO guidelines on responding to intimate partner violence and sexual violence against women
Avni Amin, WHO [20 mins]
WHO guidelines and international human rights standards on provision of safe abortion
Ronnie Johnson and Rajat Khosla, WHO [30 mins]
Technical updates on emergency contraception + Q&A
Sarah Rich, ICEC [30 mins]
Key findings from Population Council regional review on survivor access to EC and safe
abortion
Treatment of pregnancy prevention and management in national policies and SGBV guidelines: Good
practices, gaps, and weaknesses
Jill Thompson and Chi-Chi Undie, Population Council [25 mins]
Q&A [20 mins]
13.35 – 14.30
Lunch Break
14.30 – 16.00 Country presentations: National health responses to SGBV with a focus on provision
of EC and safe abortion
Botswana [10 mins]
Ethiopia [10 mins]
Kenya [10 mins]
Q & A and Discussion [20 mins]
Rwanda [10 mins]
Malawi [10 mins]
Zambia [10 mins]
Q & A and Discussion [20 mins]
16.00 – 16.30

Tea Break
END OF DAY ONE
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Tuesday, 12 April 2016
PART ONE: PREGNANCY PREVENTION SERVICES
9.00-9.05

9.05-9.50

9.50-10.35

Welcome, Introduction to Day 2
Mike Mbizvo, Country Director, Population Council, Zambia

Team exercise
By country, review pregnancy prevention (EC) sections of national guidelines together and
identify areas for improvement. Note down observations. Each group will be provided with a
checklist of WHO guidelines/recommendations for EC to guide their analysis.
Chi-Chi Undie, Population Council
Breakout Sessions: Challenges to EC access
Sarah Rich, ICEC; Fikir Melesse, WHO; Lucy Maribe, WHO, Joyce Lavussa, WHO; Wilson
Liambila, STEP UP/Population Council
Participants will separate into 4-5 groups (Ministries, NGOs) to discuss. Groups will
write down key challenges on post-it notes (different colors per group). At the
end, groups will have 5 mins to post the notes on the wall in front, under different
categories. Facilitator will briefly summarize and reflect on results.

10.35 – 10.55
Tea Break
10.55 – 12.20 Moderated Panel Discussion: Showcasing Good Practice – Strategies for improving access to EC
in health facilities and the community [60 mins]
Moderator: Jill Thompson, Population Council (Consultant)
Panelists: Sarah Rich, ICEC; Wilson Liambila, STEP UP/Population Council; Kaunda Jonathan
Mwansa, Arthur Davidson Children Hospital, Zambia; George Phiri, Zambia Police Services; Peggie
Ramaphane, WoMen Against Rape, Botswana; Peter Schaffler, Marie Stopes
o Strengthening delivery of EC in the clinical context
o Increasing awareness and uptake of EC and other SGBV services/Addressing key barriers to
timely reporting
o Decentralizing provision of EC/Increasing access in the community
o Addressing legal/policy barriers
Q&A/Discussion/Contributions from the floor [20 mins]
Harriet Chanza, WHO
Sum Up Exercise: Everyone asked to write down 5 ideas of how EC access could be improved in
their country, including at least 1 strategy they hadn’t considered before. Save this – we’ll use it later.
[5 mins]
Harriet Chanza, WHO

PART TWO: PREGNANCY MANAGEMENT SERVICES
12.20-12.30

12.30-13.15

13.15-14.05

Providing psychological first aid/first line support (i.e., counseling and psychosocial support in
the context of sexual assault)
Avni Amin, WHO
Team exercise
Pair teams together with a resource person. Each country team reviews their SGBV
guidelines (relating to pregnancy testing, counseling, management, and referral), and
compares with WHO guidelines (checklist will be provided). Note where changes are needed.
Share results and give feedback.
Chi-Chi Undie, Population Council
Technical team: Avni Amin, Leopold Ouedraogo, Mike Mbizvo, Harriet Birungi, Jill Thompson
Lunch Break
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PART THREE: HARMONIZING LAWS ON SAFE ABORTION
14.05 – 14.50

Country overviews of legal grounds/policies related to health, rape, and safe abortion
Godfrey Kangaude, WHO (Consultant) [15 mins]
Q&A/Discussion [30 mins]

14.55– 15.35

Moderated Panel Discussion: Moving toward an enabling legal/policy framework –
Elements and approaches [20 mins]
Moderator: Rajat Khosla, WHO
Panelists: Catherine Grant, UNDP (Consultant); TBD – Ethiopia Team; TBD – Zambia Team
Q&A/Discussion [20 mins]

15.35-16.20

Group Exercise: Examining the legal and policy framework
Participants will break into 3 Working Groups, according to legal framework for
abortion. To be facilitated by 1-2 resource people.
o
o
o

Group 1: Kenya, Malawi
Group 2: Botswana, Rwanda
Group 3: Ethiopia, Zambia

Participants will review their own law/written policy, and what occurs in
practice in terms of access to legal, safe abortion for rape and incest survivors
(worksheet with specific questions to be provided).
16.20

Tea Break
END OF DAY TWO

Wednesday, 13 April 2016

PART ONE: HARMONIZING LAWS ON SAFE ABORTION (CONTINUED)
9.00 – 9.15

Welcome and Introduction to Day, Announcements
Ronnie Johnson, WHO

9.15 - 10.00

Facilitated Small Group Discussion [40 mins]
Facilitators: Rajat Khosla, Jill Thompson, Godfrey Kangaude
Led by resource people, groups will identify and discuss the key challenges in the existing
law/policy/practice in their countries and consider different legal and policy alternatives (as well
as practical measures) to address the challenges. Facilitators will lead discussions and provide
technical expertise as needed.
Based on yesterday’s team exercise: What are your main concerns about the law/policy in your
country (or how it is being interpreted)? What do you think is good about the law/policy as it is
now? What would you change if you could? What specific legal/policy changes and/or practical
measures could your country make to improve access to safe abortion for survivors of
rape/incest? What kind of support or technical assistance would you need to help make this
happen?
Sum Up Exercise [5 mins]
Everyone asked to write down 5 ideas of how they could improve pregnancy management
and/or access to abortion by rape/incest survivors in their country, including at least 1 strategy
they hadn’t considered before. Save this – we will use it later.

10.00 - 10.30

Plenary report-backs
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10.30-10.50

Tea Break

PART TWO: TAKING STEPS TO FACILITATE ABORTION REFORM

10.50 – 11.50 Moderated Panel Discussion [30 mins]
o Establishing an evidence base
o National Working Groups
o Ministry of Health policies and directives
o Public information and advocacy

Moderator: Jill Thompson, Population Council (Consultant)
Panelists: Peter Schaffler, Marie Stopes International; Safe Abortion Action Group (SAAG),
Zambia; Edmond Mutuma, Ipas; Harriet Birungi and Wilson Liambila, STEP UP/Population
Council
Q&A/Discussion [30 mins]

PART THREE: STRENGTHENING ACCESS TO EC AND SAFE ABORTION FOR SV
SURVIVORS
Developing an integrated strategy based on country experiences and needs

11.50 – 12.50

Action Planning (Country Teams)
Country teams work together to identify follow up actions, timelines, and support required.

12.50 - 13.05

Next Steps and Key Recommendations
Facilitators: Mike Mbizvo, Population Council; Ayotunde Adegboyega, WHO

13.05 - 13.15

Closing Remarks
Leopold Ouedraogo, WHO-AFRO
Kim Sundström, Regional SRHR Team, Embassy of Sweden, Lusaka

13.15

Lunch

END OF MEETING
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